RADI AL TUNNEL SYNDROVE

BACKGROUND

Radi al Tunnel Syndrone involves conpression of the
radial nerve in the proximal forearm In this region, the
radi al nerve splits into the posterior interosseous nerve
branch (the main trunk) and the sensory branch of the radial
nerve (the mnor trunk) in the proximl forearm
Conpression can occur either before or after this split off
of the sensory branch of the radial nerve has occurred. The
condition has multiple causes including space-occupying
| esions such as tunors, |ocal edema or inflanmation, overuse
of the hand and wist through repetitive novenents, bl unt
trauma to the proximal forearmw th secondary bl eeding, and
i di opathic onset. The condition can occur at any age but is
generally seen in younger individuals.

This is a rare condition, infrequently encountered
by nost practitioners, and in the case of failure to respond
to non-operative treatnent, the patient should be referred
to a surgeon who has had experience in the treatnent of
Radi al Tunnel Syndrone.

1. DI AGNOSTI C CRI TERI A
A. Pertinent Hi storical and Physical Findings.

Patients generally conplain of a deep-seated
aching or tightness in the proximl forearmover the nobile
wad of Henry nuscle mass. Patients can occasionally have
sensation of paresthesias and nunbness and tingling in the
di stribution of the sensory branch of the radial nerve (the
dorsal first web space of the hand including the back of the
t hunb and back of index finger).

Patients frequently have synptons after
significant repetitive or power grip use of the upper
extremty involved. Burning or pain can al so be associated
with the condition and should be related to the proxim
forearm specifically over the nobile wad of Henry nuscle
mass. Strength in the hand is generally not reduced.
Patients can have pain with resisted wist extension or
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resi sted extension of the mddle finger with pain being
noted in the proximal forearmduring these maneuvers. A
Tinel's sign is rarely seen over the nerve itself.

Patients nost commonly have a positive radial
tunnel conpression test which involves the exam ner rolling
the fingers over the radial nerve region in the proxim
forearmeliciting pain and tenderness in the |ocal region.
Cccasionally, distal radiation of synptons al ong the sensory
branch of the radial nerve distribution will occur during
this test.

B. Appropriate D agnostic Tests and Exam nati ons.

1. Radiographs of the forearm

2. Electronyogram and nerve conduction studies.

3. Trial injection of Xylocaine around the radial
nerve to see if synptons resol ve.

C. Supporting Evidence.

EME nerve conduction tests can be hel pful if
positive but are nost frequently negative in this particular
condition. The nerve conduction velocity conponent is
rarely positive, and diagnosis is generally nmade on the
el ect romyogr aphi ¢ conponent showi ng changes in the nuscle
i nnervated by the posterior interosseous nerve.

[l TREATMENT
A Qut pati ent Treatnent.

1. Nonoperative treatnment - treatnment tine
generally limted to three to six weeks, provided al
appropriate conservative neasures have been assessed.

a. Indications.
1) MId to noderate synptons.
2) Synptons after significant use
activities of the affected upper extremty.
b. Treatnment Options.
1) Neutral position wist splint.
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2) Steroid injection.

3) Nonsteroidal anti-inflammtory
medi cat i ons.

4) Activity nodification.

C. Rehabilitation.

1) Modification of activities of daily
living and/or job tasks.
2) Utrasound over the nobile wad of
Henry.
d. Supportive evidence consisting of
favorabl e response to Xyl ocaine injection at the radial
nerve region.

2. Anbul atory Surgery.

a. Indications.

1) Failure to respond to nonoperative
treat nent.

2) Loss of wist or finger extensors or
significant weakness in this distribution.

3) Progressive or unchanged synptons.

b. Treatnment Options.

1) Neurolysis of the radial and
posterior interosseous nerves under regional or general
anest hesi a.

c. Rehabilitation.

1) Range of notion and strengthening

exercises of the fingers, wist, and el bow

B. Esti mated Duration of Care.

1. Nonoperative treatnment - maxi num nedica

i mpr ovenent.
2. Operative treatnment - six to eight weeks

foll owi ng surgery.

PROTOCOL HI STORY
Passed: 6/18/96
Effective: 7/08/96
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